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NAC 449.9843 Compliance with standards of
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4. An ambulatory surgery center shall comply with
all applicable:
(a)} Federal and state laws;
(b) Local ordinances, including, without
limitations, zoning ordinances; and
(c) Life safety, environmental, health, building and
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fire codes.
If there is a difference between state and local
requirements, the more stringent requirements

apply.

This STANDARD is not met as evidenced by:
Your facility was surveyed using the National Fire
Protection Associations (NFPA) 101 Life Safety
Code 2006 Edition, Chapter 20 New Ambulatory
Health Care Occupancies.

20.7.1 Evacuation and Relocation Plan and Fire
Drills

20.7.1.6 Drills shall be conducted quarterly on
each shift to familiarize facility personnel (nurses,
interns, maintenance engineers, and
administrative staff) with the signals and
emergency action required under varied
conditions.

Based on record review and interview, the facility
failed to conduct fire drills as required for 3 of the
last 4 quarters.

The facility had documentation of a fire drill
conducted on 10/15/08. There was no
documentation of any other fire drills conducted.
Interview with the Office Manager revealed the
facility had not been conducting fire drills as
required.
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